Emg}lﬁ}’ee My Personal Information:

B e“eﬁts Participant Name Midde Initial Last Name

Corporation

Mailing Address City Stale Zip

e Y O 3 O

Company Name E-mail Address (We do not share your e-mail address) Social Security Number

Authorize Individuals to Receive Protected Health Information

| (name) am a participant in a plan sponsored by my employer. | understand that my employer has
engaged Empioyee Benefits Corptration to provide administrative sesvices to the plan. | hereby authorize Employae Benefils Corposation io use or disclose,
with the gerson(s} listed below, my protected health information (PHI) segarding ctaims submission and reimbursement, efigibility or the plan, enroliment
and disearcliment, or other information related to the plan(s) checked below.

Plan type(s} for which PHI may be released (check all that apply):

.. [:l BESTHlzx® Plan D EBC HRA™ D COBRASecure™
Partlci_pan_t Persan{s) authorized to receive PHI and their relationship:
Authorization
Form
1 Name Relationship

Name Relaticnship
Authorization expiration (check one)
For Employee Benefits

Corporation Use Only O Authorization wil expire when | am no lerger a participant in Lhe plan o my employer tesminates fhe plan

O From: to: @

Group ID Numer Begirning and Ead Dates {mmydd/fyyyy to mm/dd/yyyy) Date (mmydd/yyy)

Authorized information (ckeck one)

Specialist
@ Any infermation related to the pfan(s)

Processed Dale O Only:

(Specify the type of information that may be disclosed)

Participant Gertification: Lmay revoke this authorizalion at any timie prior Lo ils expiration date by notifying Employee Benefils Corporalion in writing, bul revocation
will not aifect any actions Employee Benefits Corporalion taok before the revocation was recelved. | may see and copy Ihe infarmation requested on this form if | sk forit. | am not required
to sign this fozm to receive my health care berefils {erroliment, izeaiment, or payment). The information that is used or disclosed pursuant o this authorization may be re-disclosed by the
teceiving person. Employee Benelits Corpozation is act responsible for whal he receiving person does wilh the information,
X I
Signalure Dale (mm/dc/yyyy}

Web Address:

v eboflex.com

U.S. Mail:

Employee Benglils Corporalion

PO Box 44347

Madison WI 53744-4347

Phone:

Monday - Friday, 8:00 - 5:00 CST

608 831 8445

800 346 2126

Fax:

608 831 4790
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